- THE DIVISION OF HEALTH OF MISSOURI

5. No.300 [1. 3
v ose [ILED APR 25 1gn STANDARD CERTIFICATE OF DEATH var e, 13184
. to. 4955 S
BERTH MO, REG. DIST. MO, _AZ?_ PRIMARY REG. DIST. 0. /08 Registrar's No 1848
1. PLACE OF DEATH 2 USUAL RESIDENCE (Where deccassd tlved. U ingt) idence before
0 8. COUNTY Jackson . a. STATE Missouri b. COUNTY Jacks on adinislon).
b. CITY Uf outelde corpurate limits, write RURAL and give ¢. LENGTH OF || ¢ CITY - 4. Is Residence within Limits of
tom  Kansas City ] SR xS Kansas City O
d. FULL HAME OF (1f not in hoapital or Institation, give street sddrem or location) STREET tion) _3 J’
HOSPITAL OR < sboress 2826 CEApLELL™
iNsTiTuTioN  General Hospital # 1 \,\'L, 262 2 5[ Vs
3. NAME OF 8. (First) b. (Middle) T e (Eawy) 4 DATE  (Momth) (Dey) §Year)
{ Type or Print) Homer C. Gallg way o April L 19
5. SEX [ | & COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE i years| IF Gok | Toax | ¥ woun e,
male “’hite BDinng OR Dspoeuy) 6-6-1875 4 birthday) Menﬂu’ Days Hounl Min.
10a. USUAL OCCUPATION (Giwekindof work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE .
o doring mmumuuu:-.-mitaur:d) i DUSTRY (City aad State or Forsign ounery) | 12 CINEENOF WHAT
retired Railway Cler Claysville, Ohio / U. 8. A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
Nimrcd Galloway Rebececa Gander none
IS, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECUR(TY | 17. INFORMANT S S|GNATURE OR NANE ADDRESS
(Yes. 0o, or unknown} I (If:- xivo war or dates of servios NO.
no 12-01-7846
18. CAUSE OF DEATH .o . MEDICAL CERTIFICATION INTERVAL BETWEEN
- | Enter only onecauseper | 1. DISEASE OR CONDITION C ardiac failure ONSET AND DEATH

WRITE PLAINLY—USING UNFADING BLACK INE—MAKE A PERMANENT RECORD

Hine for (a), (b), and (c)

*This doez not mean
the mode of dping, such
as heart fallure, asthenia,
ete. It meana the dis-
caze, infury, or complica-

]

tion which cauded death.

DIRECTLY LEADING TO DEATH® ()

ANTECEDENT CAUSES

ardica decom ensation
Morbid conditions, if any, giving PUE TO (b) ¢ P

rise to the above cotise (a)} mmg
the underlying cause last. . o

DUE TO (¢)

11. OTHER SIGNIFICANT CONDITIONS

" Conditions contributing to the death but not -
related to the disease or condition cauting death.

S

alive on

ApI‘.

and that death occurred at

19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
TION
ves L1 wo O}
21a. ACCIDENT (Bpeciiy) 21b. PLACE OF INJURY (ex..lnorabout | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, hmry.nmt oﬁubld: 90 L
HOMICIDE . L -
21d. TIME (Mooth) (Day) {(Year) (Houn 2le. INJURY OCCURRED | 2If. HOW DID INJURY OCCUR?
oF . WHILEAT[™] NOT WHILE
INJURY ' WORK AT WORK
21 hereby certify th I attended ¢ deceased from April 1 April N , 18 23 , that I last saiw the deceased

g am from the causes and on the date stated above

23a. SIGNA

24a. BURIAL,
TION, REMOV.
remova

(Bn.dl:}

l s DUrns 2 (Dregroe or titls)

7z ),

23b, ADDRESS ]
- 2hth & Cherry Sts, -

Y

24c. I\AME OF C'EMETERY OR CREMATORY
Mt, Hope

24b.' DATE
4=-6-53

[

24d. LOCATION (Olty, town. or county)

(Btate)

v ,Tong_gg Kans.

DATE RECD BY LOCAL ISTRAR'S SIGNATURE lﬁ FUNERAL DIRECTOR’ 5 81 SHATURE AvoRess
bl 53 - B A, Freeman Mortusry & Chapel EK.g e
.
{(Licensed Embalmer's Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embals
byme, or by ....ccvvniiiiiani oo r e eadsesassesermeseemesraaeisessrrosteooot4sisaanaiaas + Student Embalmer No..............

I working under my personal supervision..

Student.........oonene- eeaveeannennearacnn eeraaee.
o Signature of Student Embalmer

Licensed Embalmer No.........7... ‘

P. O. Address ! Q

.......................

Note: The above MUST BE SIGNED BY THE LIGENSED EMBALMERm hm OWN HANDWRITING. (Fail

~
LN

to comply with the above constitutes grounds for revotat:on of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
7* this body is not embalmed, fact should be so stated above.




